SPINAL CORD TUMOR AND TRAUMA; A REPORT 
OF TWO CASES 1 


By Pearce Bailey, M.D., 

OF NEW YORK. 

In the two cases which I have to report, a severe and local 
injury to the back was followed by the development of symptoms 
of intraspinal tumor—a diagnosis demonstrated at operation. 
The injury did not, in either case, directly damage the spinal 
cord, its roots or its membranes—at least, there were no symp¬ 
toms of such damage; and in neither case did the tumor involve 
the bone. The pain of the original injury merged gradually into 
the pain characteristic of nerve irritation—and this within a rea¬ 
sonable length of time. So the general relationship of cause and 
effect seemed close. To determine the details of such relation¬ 
ship is a far more difficult matter. When, as in these two cases, 
the cord and its envelopes escape all initial injury and the bones 
at no time share in the new growth, the modus nascendi of the 
tumor is largely speculative. For we do not know how the 
trauma acted or on what tissues. When a blow to a bone is fol¬ 
lowed in a short time by a sarcoma of the bone, or when a lacera¬ 
tion or contusion of a membrane is followed by disordered new 
growth, we can readily explain or at least understand how the 
new growth came about; and with equal readiness whether we 
hold to the classic Cohnheim doctrine or the one that lays tumors 
at the door of parasites. But when the injury consists of a gen¬ 
eral contusion or sprain and the tumor occurs in parts supposed 
to be protected from such violence and which, moreover, gave no 
symptoms at the time of the injury, we are thrown back on guess¬ 
work explanations. We can assume some microscopic lesions 
of membrane, too slight to cause a loss of spinal cord function; 
or the existence of congenital tumor masses, which possibly might 
be impelled to growth by a very slight general commotion or 
concussion. But we remain in the land of speculation. 

1 Being part of the introduction to the discussion as to the relation of 
injury to diseases of the spinal cord, held at a meeting of the New York 
Neurological Society on December 3, 1907. 
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Both the cases I have to report were in the lumbo-sacral re¬ 
gion, a region, I need hardly remind you, in which congenital 
tumors are most frequently found. 

Case I. A woman, M. B., 32, married, no children, was 
always healthy until 12 years ago: then she was injured in a 
bicycle collision. While riding very fast, she collided with a man 
coming also very fast from a side street. She was thrown and 
both machines were thrown on top of her, the frame of one of 
them striking her in the lower part of the back. She was not 
bruised and the skin was not lacerated, but the pain, which was 
immediate, was terrific and increased by every movement. She 
nevertheless rode home on her wheel (a distance of two miles), 
though she had some difficulty in getting there. She had to be 
helped upstairs. She was confined to the house for three weeks, 
although she did not stay in bed all of the time. There were no 
symptoms pointing to spinal cord injury. Paralysis, sphincter 
trouble, anesthesia, were all absent. But the back was very sore 
to the touch and was particularly painful on movement. 

After three weeks the pain began to let up a bit. Then she 
soon became able to ride her wheel again, some days as far as 
forty to fifty miles. From now on she was free from pain in 
the daytime, but, on lying down at night, the pain began and 
interfered seriously with her sleep. This went on for four years 
or so. Then she was married. The pain continued severe at 
night, and she says she has never had any really good nights since 
the accident. She took sleeping medicines but formed no habit, 
although she narrowly escaped it. After an operation (ovari¬ 
otomy) five years ago, she began to have pain in the daytime as 
well as at night. 

From the first the pain has always been in the same place, 
namely, in the region of the third lumbar vertebra, to the left of 
the median line. It was dull, aching, heavy. She had the feel¬ 
ing as though, if she could get her hand on the pain, she could 
.pull it out. In May, 1907, she slipped and fell. This seemed 
to give the pain a fresh start. It took on all the’ frightful charac¬ 
teristics of the pain of spinal cord tumors. At the same time 
there began difficulties in walking, which became more and more 
pronounced through the summer. 

I saw her first in early October, in the service of Dr. Hollis 
at St. Luke’s Hospital. Aside from the spinal symptoms, phys.- 
ical examination was negative. The back was held stiff, any 
movements of it increasing the pain. There was marked pain 
on pressure over the third lumbar spine, and to the left of the 
median line for about two inches. In this latter situation, also, 
there was an increased resistance of the muscles in palpation.. 
There was no pronounced anesthesia—certainly not enough to 
chart—although there was some vague blunting of sensibility in 
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the legs. The legs were weak, but all movements could be car¬ 
ried out. But there was marked ataxia of the legs and the Rom¬ 
berg symptom was pronounced. The left knee-jerk was absent, 
and the right much reduced. There was no involvement of blad¬ 
der or rectum. 

In the next few weeks the symptoms grew worse. The 
patient complained so bitterly and sincerely of the pain that that 
symptom alone would have justified the diagnosis of tumor. But, 
in addition, the ataxia of the lower limbs changed into a para¬ 
paresis, so that the patient could neither walk nor get in or out 
of bed unassisted. 

Without any further symptoms, operation was advised, and 
was performed by Dr. B. Farquhar Curtis on October 25.. A 
soft, friable, non-encapsulated tumor, about the size of the little 
finger, was found beneath the first, second and third lumbar ver¬ 
tebra:, on the left side of the median line. The tumor was lying 
in the canal, having pushed the cauda equina to one side and had 
no firm attachments. Its exact nature caused considerable dis¬ 
cussion among the histologists, though it was roughly classified 
as a fibro-sarcoma. It had all the characteristics of a slow- 
growing tumor. 

Case II. A boy of thirteen was injured while coasting, by 
some one jumping on the small of his back. After this accident, 
he was ill in bed for a time. He suffered from pain in the back, 
which was greatly increased on movement. After two or three 
weeks, he returned to school. But he continued to have stiffness 
and some pain in 'the back. All muscular movements involving 
the back, and especially all jars, made the pain worse, so that the 
boy was shut off from active exercise. When quiet, however, he 
was free from pain. But, two years after the accident, a new 
pain set in. This consisted of a sharp, lancinating pain, which 
occurred independently of movement, and which, starting in the 
lower part of the back, shot down into the lower extremities. 
The area of this pain was the posterior surface of the right leg 
as far as the knee, and on the left side, throughout, the distribu¬ 
tion of the sciatic nerve. This pain became so severe as. to be 
disabling, and the patient was acquiring the.morphine habit. 

Dr. C. N. Dowd, before referring the patient to me, had oper-. 
ated on the coccyx, which was found broken and tilted forward 
at a right angle with the sacrum. Dr. Dowd reported the case 
in the Annals of Surgery, Vol. 42, p. 279. 

My examination was made in June, 1904. The young man 
had‘evidently sustained a considerable injury of the lower lum¬ 
bar vertebra; and of the sacrum. The whole lower end of the spine 
was held stiff and, in addition, there was a lumbar lordosis and 
dorsal kyphosis. The patient could not bend the back to touch 
the floor. In carrying out this movement, the back was held 
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rigid, the knees only bending. This deformity was considered as 
being entirely due to bone injury. 

The muscles of the whole lower extremities, but especially of 
the gluteal region, were atrophied—and the buttocks and thighs 
were constantly agitated by fibrillary twitchings. The legs were 
weak throughout, although the patient could execute all move¬ 
ments with them. When seated, however, he was unable to ex¬ 
tend the, legs, as at the beginning of the effort of extension, the 
flexors of the legs would be thrown into contraction, preventing 
extension. There was no anesthesia and no sphincter trouble. 
The knee-jerks were lively. These were the only symptoms. 
But the characteristic pain, coupled with the atrophy and fibrilla¬ 
tion, was considered sufficient justification for operation, which 
I advised and which Dr. Dowd performed in two stages. 

The first operation was on June 4, 1904. The opening was 
made at the site of the first sacral vertebra, a portion of the lam¬ 
ina of the last lumbar being removed. A tumor was found within 
the dura. Fearing that this was a glioma, and that the fibers of 
the cauda were too closely incorporated with it to permit safe 
removal, only a portion of the tumor was cut away for examina¬ 
tion. The patient recovered promptly. His symptoms were 
very much relieved, and he passed several fairly comfortable 
months. The pathological report was given with reserve, fibroma 
being the most probable diagnosis. 

In February, 1905, the patient again began to complain of 
the night pains, and on March 1, Dr. Dowd removed the tumor 
of the spine. The laminae and spinous process of the fifth 
lumbar vertebra, most of those of the fourth, and part of the 
spinous process of the third, were removed. The posterior por¬ 
tion of the canal, corresponding to the first, and part of the second 
sacral, was also removed. The tumor was about two inches long, 
and one inch in diameter, and was adherent to the dura. The 
pathological examination showed that the tumor was an endo¬ 
thelioma, arising from the lymph spaces of the pia mater. 

Reexamined November 20, 1907. Now, the patient has no 
spontaneous pain whatsoever and has had none since recovering 
from the operation. He never has pain in the legs, but feds 
pain in the back when he receives jars. There is still some 
deformity of the spine and great stiffness of the lower part of 
the spine. The muscles of the legs have resumed practically a 
normal volume, although there are still fibrillary twitchings in 
the glutei and large muscles of the thighs. Sensory anomalies 
are absent. Never any bladder disturbances. Knee-jerks' are 
now normal. 

The chief results to-day are those due to the injuries of the 
bones of the spine. The patient gets about easily, is free from 
pain and is earning his living. 
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In closing, I want to emphasize the necessity of painstaking 
surgical examination of the back in all cases of injury. We 
should use the X-ray freely, especially in the cervical and lum¬ 
bar regions. X-ray plates, in these parts, show structure with 
remarkable fidelity. At the same time it must not be forgotten 
that hysterical palsies may co-exist with broken bones. 

The whole subject of trauma and spinal cord disease requires 
great conservatism and moderation in its discussion. Any one 
familiar with the confusion cast over these injuries by the writ¬ 
ings of Erichsen, which exists even to-day, must feel the neces¬ 
sity of caution in giving expression to ill-founded views. For 
the subject has more than a medical importance. I hesitated a 
long time before making public these two tumor cases, for, in 
every case of litigated backache, I can already hear the question, 
launched at the witness with a smile of triumph toward the ex¬ 
pectant twelve—“ Doctor, may not this back-sprain turn into a 
tumor of the spinal cord ? ” 



